Introduction
Alcohol abuse has been recognised as a major public health concern. It is directly or indirectly related to more than 200 diseases and contributed to 6% of global mortality in 2013. [1] Apart from medical morbidity, impact of alcohol in society and individual's quality of life (QoL) are well marked. It has variably been ascribed as a contributing factor to physical accidents, violence, aggression, absenteeism, as well as high degree of deterioration in psychological wellbeing and social life. [2] Alcohol use has been found to have an elevated risk of comorbidity with other mental disorders (30-75%), which significantly exceeds the prevalence rate of mental diseases in the general population (15-20%) . [3, 4] A number c) Mini International Neuropsychiatric Interview 5.0 (MINI) [21] : It is a short, structured diagnostic interview to diagnose ICD-10 psychiatric disorders. It was used to establish the diagnosis of alcohol dependence syndrome as well as other comorbid psychiatric disorders. d) Severity of Alcohol Dependence Data (SADD) [22] : It is a 15-item self-report used the measure the severity of dependence. Each question has four possible responses, scored as 0, 1, 2, and 3. The maximum score on the scale is 45 and dependence is categorized, based on scores, into low (0-9), moderate (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) , and high (>19) dependence. e) WHO Quality of Life (WHOQOL) [23] : BREF Hindi Version-it consists of 26 items: two benchmark items measuring overall QoL and perception of health and 24 items measuring four domains of QoL: physical, psychological, social, and environment. The instrument makes use of 5-point Likert scales with higher scores denoting a better QoL. Hindi version have been developed by Saxena et al., [24] which has been found to have satisfactory psychometric properties with the original version.
Methodology
The patients taken in study were admitted for management of alcohol dependence syndrome. They were assessed only after completion of detoxification phase, at the end of 3 weeks when they were nearing the completion of inpatient management. Those meeting inclusion criteria were assessed for residual withdrawal symptoms using CIWA-Ar and only those scoring less than 10 (no or mild withdrawal symptoms) were further evaluated. Sociodemographic details and drinking variables were assessed using special proforma, following which their dependence severity was assessed by SADD. Psychiatric comorbidity was assessed using MINI, following which they were assessed for their QoL.
Statistical analysis
Statistical analysis was done using Statistical Package for Social Sciences (SPSS) version 19.0 (SPSS Inc., Chicago, IL). Frequency, mean, and range were calculated for sociodemographic and clinical variables. Chi-square test was used as test of significance for association between psychiatric comorbidity and QoL in sample population.
Results
The sample comprised 100 inpatient males. Mean age of the study group was 38.93 ± 8.57 years (mean ± SD). Ninety three (93%) of the patients had attended school at some point, while remaining 7% were illiterate. Majority of the patients were married (84%) and belonged to nuclear families (54%). Only 16% were currently unemployed and more than half of the sample (58%) was from rural background [ Table 1 ].
the viewpoint of the addicted individual is fundamental; and the 'general functions' associated with social relations and environmental support.
Earliest studies assessing QoL in alcohol dependence reported a lower QoL in those who used alcohol, [12] more so in those with high frequency and binge drinking pattern. [13] Romeis et al., in their study on twins concluded that differences in health-related QoL between alcohol and non-alcohol consuming groups were due to co-variation from physical and psychiatric problems, drug and nicotine dependence, marital status, income, and severity. [14] Apart from certain socio-demographic factors, presence of psychiatric comorbidity have been found to contribute significantly to lowering QoL in alcohol dependence. [15] There have been few studies from India highlighting the poor QoL in alcohol dependence, [16, 17] however, there is lack of literature on the relation between comorbidities and their influence on QoL in alcohol dependence syndrome in Indian settings. [18] This study was undertaken with following objectives: (a) to study the prevalence of psychiatric comorbidity in patients with alcohol dependence syndrome, (b) to study QOL in patients with alcohol dependence syndrome, (c) to study the relation between psychiatric comorbidity with QoL in patients with alcohol dependence syndrome.
Patients and Methods
The study sample comprised inpatient males aged 18-60 years admitted with a diagnosis of alcohol dependence syndrome according to ICD-10 criteria. [19] The in-patient stay in ward varies from few days to four weeks depending upon patient and clinical profile; however, the average stay for subjects in this study was 3 weeks. Those patients who abused other substances except tobacco or those with severe physical impairment were excluded from the study.
The study was carried out at a deaddiction centre of a tertiary care hospital in North India between the period of August 2013 to July 2014.
All the patients who were requested to participate in the given study, agreed. They were informed about the aims of the study and a written informed consent was taken. The study did not interfere in their treatment and management was carried out as usual. The study was approved by the institutional ethical board.
The study sample was assessed using following instruments: a) Sociodemographic proforma: A special semistructured proforma was used to gather the information about socio demographic, clinical, and drinking variables. b) Clinical Institute Withdrawal Assessment of Alcohol Scale, Revised (CIWA-Ar) [20] : It is a 10-item scale widely used in the assessment and management of alcohol withdrawal. Patients were taken for assessment only when their CIWA score was less than 10 (no or mild withdrawal symptoms).
A comparison of responses to overall QoL and perception of general health between total sample, subjects with or without psychiatric comorbidity has been shown in Figure 1 and Figure 2 , respectively.
When QoL domains were compared between subjects with or without psychiatric comorbidity, significant differences were found in all domains [ Table 3 ], with maximum difference in social relationship domains (t = 4.80, P < 0.001) and least in psychological domain (t = 3.22, P = 0.002).
Discussion
The patient profile of the current study consisted of all male inpatients with majority of subjects being middle aged, married, employed, and educated upto middle school, findings which were similar to the previous studies carried out in India on alcohol-dependent patients. [6] [7] [8] The mean age of initiation of drinking was 21.40 years and
Drinking and clinical characteristics of the sample
The mean age at alcohol initiation was 21.40 years, while age at developing dependence was 32.32 years with 6.74 years as mean duration of alcohol dependence. The sample had severe (48%) and moderate (51%) level of dependence using SADD scale, with mean alcohol intake being 284.85 grams/day. Thirty two (32%) patients suffered from psychiatric comorbidity, with generalized anxiety (n = 13, 40%) and depression (n = 12, 37%) being the most common disorders [ Table 2 ].
Psychiatric comorbidity and quality of life
The mean of the component assessing the overall QoL was 2.73 ± 1.26, while for the general health, the mean was 2.62 ± 1.02. In the physical health domain, the mean score was 52.77 ± 20.72 (range 4.00-94.00), while for psychological domain, the mean score was 49.10 ± 19.91 (range 6.00-94.00). In the social relationship domain, the mean score was 59.56 ± 24.63 (range 0.00-100.00), and in environment domain, the mean was 58.79 ± 17.07 (range 6.00-100.00). with their general health. This was quite similar to the study conducted by Coalpert et al., [28] where 1/3rd subjects reported overall quality as poor, and 40% expressed dissatisfaction with their general health. In all the four domains of QoL, those with psychiatric comorbidity when compared with those without psychiatric comorbidity had significantly lower scores on physical domain (42.12 vs 57.78, P = 0.001), psychological domain (40.19 vs 53.29, P = 0.002), social domain (43.97 vs 66.90, P < 0.001), and environment (50.47 vs 62.71, P = 0.001) domain. Apart from occasional study, [29] majority of literature supports the negative correlation of psychiatric comorbidity with a poor QoL. Studies comparing the specific groups with alcohol dependence, psychiatric illness, and patients with dual diagnosis, have found the lowest QoL in later group. [30] [31] [32] Possible explanations for this negative relationship could be: (a) the attributes of both the illnesses may contribute to QoL in additive fashion, (b) these patients have a more complicated and recurrent course resulting in more relapses, which leads to impaired QoL, (c) another reason could be difficulty in the management of patients with dual diagnosis since they require a special approach. Alternatively, combination of all these factors would contribute to various extent, resulting in a poor QoL with psychiatric comorbidity in alcohol dependence syndrome. [33] 
Strengths and limitations
The measurement of QoL in patients with alcohol dependence just few weeks after detoxification pose a certain challenge. On one hand, patients are likely to report withdrawal symptoms and related anxiety and depressive features along with distress of admission might lead to reporting of poor QoL. On the other hand, treatment and non-pharmacological interventions may provide them support and a belief that they can quit alcohol, which might lead to better QoL. This study consisted of randomly selected alcohol dependent inpatients who were interviewed only after they had recovered from withdrawal symptoms, thus eliminating the bias due to intoxication or abstinence violation. The prevalence of psychiatric comorbidity was assessed using a standard diagnostic interview. However, dependence was 32.32 years with 6.75 years as mean duration of dependence. A total of 75% of subjects had started drinking before they turned 25. All the subjects had moderate to severe dependence as measured by SADD.
The prevalence of psychiatric disorder in our sample was 32%, the most common disorders being Generalised Anxiety Disorder (n = 13, 40%) and depressive disorder (n = 12, 37%). The type of comorbid psychiatric diagnosis in alcohol dependence vary from study to study, with some indicating mood disorders to be the most common, while other studies reporting anti-social personality or anxiety to be the most common disorders. [7, 25, 26] A number of factors have been proposed explaining the high rate of comorbid psychiatric disorders in alcoholic patients, [27] including: (a) Use of alcohol as a self medication for insomnia, dysphoria, anxiety, (b) Inherited genetic vulnerability for both alcohol and psychiatric disorders, (c) Acute and chronic brain damage due to effect on central nervous system, (d) Excessive and chronic alcohol consumption can adversely affect a person's health, finances, and relations with resulting psychological stress making them vulnerable to psychiatric disorders.
A total of 38% of the subjects perceived their overall QoL as poor or very poor, while 44% expressed dissatisfaction with their general health. In comparison to psychiatric comorbidity, 17 (53%) subjects expressed having poor overall perception of QoL, while 18 (56%) were dissatisfied this particular study was not free from limitations. First is the fact that it was a cross-sectional study and it was not possible to assess the direction of the relationship between different variables. Secondly, the sample size consisted of admitted patients, who are supposed to have severe dependence, and hence, more likely to report poor quality. Thirdly, it was not possible to measure the impact of economic status and other sociodemographic variables on QoL, which may have contributed to certain bias. Since the patients were assessed within three weeks of detoxification, the contribution of protracted withdrawal in over reporting of anxiety symptoms might have led to some bias. Lastly, the study did not measure the severity of anxiety and depression and its impact on QoL.
Interpretation and implications: Alcohol abuse leads to negative impact on social, occupational and economic aspects of an individual, leading to impairment of various role functions, ultimately contributing to poor QoL. Furthermore, psychiatric comorbidity in alcohol dependence leads to more impairment in QoL. The assessment of alcohol dependence with psychiatric co-morbidity must consider different aspects of QoL, which has been impaired and management strategies must aim to address this in certain way, only then a holistic approach to management of alcohol dependence could be put into practice.
Further research directions
Further studies with larger sample size and longitudinal follow-up would better help delineate the factors affecting the QoL as well impact of psychiatric comorbidity on QoL in alcohol dependence syndrome. On the same lines, QoL must be considered as an important measure of psychosocial burden in patients of alcohol dependence with psychiatric comorbidity.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest.
